MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBDLIC HEALTH AND WELFARE
Ragistration District No. ____

DO NOT WRITE
ON THIS STUB

AMENDED

Vs 300
Rev. 4/5%9

*fthﬁ%#%dﬂ¥F34}49ﬁ3

163033625

STATE FILE NUMBER

rimary Registration District No. _lms,__legmur’s No. _B:Eﬁ.

a. COUNTY

2. USUAL RESIDENCE (whnrc deceued lived,

a- STATE nlinéigauﬂﬂ'

lf institution: Residence before

wa admixsion)

b. Cgl;f (If outside corporate limits, give TOWNSHIP anty)

TOWN

Leéngth of stay in 1b €. CCI}TY

TOWN'

Inside Limits

ST. LOUIS, MISSOURT

<. FULL NAME OF (If NOT in hospital, give location)
HOSFITAL OR

mstuion BARNES HOSPITAL

3. NAME OF DECEASED -
(Type or print)’

Yes [ No@
Reside on Farm

Yes [J Negf]

W

. STREET. {If cuttide, give location)
ADDRESS

Oral Township
&4, DATE Menth-

OF
Fleming Jnt. "™  August
8. DATE OF BIRTH | 9- AGE {last birthcay) |

1-24-13 50

T0b, KIND OF BUSINESS OR JNDUSTRY| 11. BIRTHPLACE (City and s1ate or country) | V2. CITIZEN OF WHAT COUNTRY

Electric Bo-Op Wayne City,I11, UeS.de

13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Wn.R.Fleming Sr. Mary Reid Dorothy Fleming

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NQ. [.17. INFORMANT Address

{Yes, no, urrulrgnown) [If yos, give war or dates of service) N -DOI'Othy Fleming W . Cit,y, 111 .

INTERVAL BETWEEN
ONSET AND DEATH

Carcinoma of colon with metastases to cerebellym 1 yr.

1 .

2?/ aa:'

Inside Limits

Yo Ne (]

DATE AMENDED

Middie

Reld

7. Married E Never Married [J
Widowed [1 Divarced [J

First
William
6. COLOR OR RACE
Male White
108, USUAL OCCUPATION (Give kind of work done
during most of working life, even if retired)

Lineman
13a. FATHER'S NAME

Last Day

15
IF UNDER 1 YEAR
Months | Deys

Year

1963
IF UNDER 74 HR_
Houyrs. Min,

5. SEX

|| &|
N

™

9w N

18, CAUSE OF DEATH (Enter only one cause per line
PART |I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

_—
o

-
—

—
Z
w
=
2
(8]
Q
[a]

Conditions, if any,
whith gave rise fo
above cause (),
stating the under-

lying cause laat, /é.. 3 . 8

PART i. OTHER  SIGNIFICANT CONDITIONS CON‘[&ISUT[NG ‘TG DEATH but-nat related to the terminal
disoase condition given In PART 1 (a)

DUE TO {b)

INSTEAD OF

DUE TO {c}

PART HI. If dacessed war femslo was
there & pregnancy In last 90 days.

. lDYnlDNoIDUnkan
20b. DESCRIBE HOW, INJURY OCCURRED {Enter. ﬂIer el injury in:PART ) or:PART 11 of item 18.)

R

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

19. WAS AUTOPSY.
PERFORMED?
ves [XNO [

20c. TIME OF
INJURY

20a, ACCIDENT  SUICIDE  HOMICIDE
a O o

Houl Month,-Day, Yesr I
a.m.

pm.

704 TNIURY OCCURRED
WHILE AT WORK (]
T WhILE AT WORK (]

MEDICAL CERTIFICATION

20=. PLACE OF INJURY [e.g., in or about. T';ome. 20'f. CITY, TOWN, OR LOCATION COUNTY

farm, f.cwry, street, office bldg., atc

8/]"5/63 and last uwﬁaliw on. 8,/15/6‘%

m on the date ststed shave, and ta the best of my knowledge, from the causes atated.
22c, DATE-SIGNED
8/15/63

(State)

21. | attended the decessed from. TM/63

Death occurred at, {

ST \/

23a. BURIAL, CREMATION, | 23b. DATE 71 23¢. NAMEbF CEMETERY OR CREMATORY
REMOVAL (Specify)

Z3b. ADDRESS,
BARNES HOSPITAL

23d. LOCATION (City, tawn, or county}

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

24. FUNERAL DIRECTOR

BY AFFIDAVIT OF

ITEM NO.




TR R S

STATEMENT BY LICENSED EMBALMER

Student Embalmer No.

Student.

Signature of Studant Embalmer

Licensed Embalmer No. 7‘J } K

i R _ P.O. Address s =

Note: The .above MUST BE SIGNED "BY THE LICENSED EMBALMER ih_his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for, revocation of license). . ’

tf embalmed:by a-STUDENT, he alse shall sign in his OWN handwriting.

tf this body is not embalmed, fact should be so stated above. ’

W Illirdio movas RSt M Rk DT

A




